Myalgia has a broad differential diagnosis (Box 1). Sometimes the patient's country of origin is relevant.
The biggest was excised and acid-fast bacilli were seen on smear staining. Caseating necrosis and epithelioid granulomata were seen on histological examination. Tuberculous lymphadenitis was diagnosed and the patient was started on rifampicin, isoniazid and pyrazinamide. When fully sensitive Mycobacterium tuberculosis was grown on culture, the pyrazinamide was stopped. Treatment was continued for 6 months and the patient made a speedy recovery, with total resolution of his debilitating myalgia and weight loss. The creatine kinase returned to normal.
COMMENT
Muscle involvement in tuberculosis, ®rst reported in 1886, is rare. Only twelve other cases have been reported; and all but two presented with a focal muscle mass, abscess formation or pulmonary disease. To our knowledge there are only two case reports of proximal weakness as the predominant complaint in the absence of a muscle mass 1,2 . All previous reports describe pulmonary or direct muscle infection with M. tuberculosis. Our case is unusual in that there was no evidence of pulmonary or disseminated infection yet the symptoms were severe.
M. tuberculosis can cause a myopathy in several ways. There may be direct extension of infection into neighbouring muscle, as in psoas abscess formation, or haematogenous spread. An ill-de®ned polymyositis may also be seen, of unknown aetiology 2 . A muscle biopsy might have been of interest in our patient but was not done because his symptoms improved rapidly with treatment. Vaginal stones and lost intrauterine contraceptive devices (IUCDs) are commonly reported separately but seldom together.
CASE REPORTS
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CASE HISTORY
A woman of 63 had a radiograph taken to evaluate hip pain and was discovered to have an ovoid calci®ed mass measuring 965 cm in her pelvis (Figure 1 ). She was suspected of having a giant bladder stone and was referred by her general practitioner to a urologist. The patient, who had three children, had been well until the age of 41 when she had become decerebrate after a '¯ulike illness. Brain biopsy showed probable acute allergic leukoencephalitis and for the next three months she was in a vegetative state. Much to the surprise of her carers, she gradually improved and was discharged home after 10 months. Her indwelling catheter had been removed and apart from occasional urinary accidents she was managed satisfactorily with`toileting' and precautionary incontinence pads. Until the present admission she lived at home or in residential care. Characteristically when approached she would subject her family and the medical staff to a colourful stream of invective interspersed with occasional elements of normal speech. She declined examination of any sort. However, if the verbal tirade was ignored, she was entirely cooperative. Occasionally she had needed treatment for urinary tract infections, and these had become chronic in the months before admission.
A pelvic ultrasound scan indicated that the mass might not be in the bladder but in the pouch of Douglas. At cystoscopy and examination under anaesthesia by the urologist the calculus was found to be in the vagina, but it could not be removed digitally. The patient was referred to the gynaecology department. At the time of a second anaesthetic, despite use of Wrigley's forceps 1 and much lubrication, it was still not possible to dislodge the mass intact. The rough surface would not slide over the vaginal mucous membrane without causing soft-tissue damage. It was removed by partial morcellation after episiotomy. In the centre of the laminated structure was a Lippes loop IUCD (Figure 2 ). Postoperatively the patient received intravenous antibiotics for a Klebsiella urinary tract infection. Six weeks later she had healed and was continent. 
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